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Abstract: In primary health care, a community diagnosis is necessary to provide a detailed description
of the community as well as an evaluation of the community’s health, including the main factors
responsible for it and the needs felt by the population. This article presents a community health
diagnosis following a participatory design, taking the perspective of women living in the community,
to identify proposals for action. An ethnographic study was carried out in the community of
Mañaria (Spain), using semi-structured interviews, in-depth interviews, key informants, participant
observation, desk review, and photography. A sample of 21 women were interviewed until reaching
saturation of the information. This information was complemented by that provided by five key
informants. Data analysis included text analysis, coding, and categorization. Preliminary results
were presented to the informants for validation and further refinement, and proposals for action were
identified and followed up. Six categories were identified, representing different areas of intervention:
population, jobs and economy, public and private spaces, lifestyles, processes of socialization, and
health care assets. For each of these areas, the main problems were identified, as were the health care
assets and proposals for action. The community diagnosis has been shown to be useful not only to
identify health needs but also as an efficacious instrument to trigger social and public health actions
that may be undertaken at the institutional level.
Keywords: community diagnosis; participant observation; ethnography; health assets; rural health;
social determinants of health; nursing; community health; environmental health; participatory research
1. Introduction
In primary health care, carrying out a community diagnosis provides the necessary
background for any intervention. This diagnosis is meant to provide a detailed description
of the community as well as an evaluation of the community’s health, including the
main factors responsible for it and the needs felt by the population [1]. There is ample
consensus in pointing out that the proposed interventions must respond to the specific
needs expressed by the community, which requires working together to identify these needs
and how to address them, taking into consideration the different factors that influence the
community and developing models and strategies that allow the best approaches [2–4].
When successfully implemented, actions that were identified as part of the community
diagnosis help strengthen ties between different actors in the community (i.e., neighbors,
those working in public health services, institutions, etc.). This, in turn, represents an
opportunity for the community to develop leadership and empowerment, facilitating
action-oriented enterprises [5]. It is highly relevant for any community process, such as
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a community diagnosis, to reach a conclusion with an evaluation and analysis of how
effective the process was [6,7].
The conceptualization of health on which this study was based is that health is a
universal right and a dynamic, subjective, and individual experience of a person who
lives in a community sharing economic, social, and cultural characteristics and affected by
environmental factors and rules for living together. Community health is understood as
the collective expression of the health of all individuals and families, the social, cultural,
and environmental characteristics, as well as health services and the influence of social,
political, and global factors—that is, the social determinants of health [7].
For these reasons, the conceptualization of the present study was based on a compre-
hensive paradigm, as we characterized the community by including the social determinants
of health identified in the community and then pictured the day-to-day life of people in the
community with a holistic approach, including a positive and multidimensional vision of
health [8,9].
A community approach to health is, by definition, participatory. In this sense, the
health diagnosis is a community process, and as such it requires participation of three
main actors: administration (local or higher level); technical and professional resources—
people who are directly related to the population on a daily basis and who manage
services, programs, and benefits (educational, social, sanitation, economic, etc.); and
citizens, involving social organizations (associations and formal or informal groups) and
other actors who are active participants in the whole process, through their daily active
participation in public life [6,7,10].
Including women in this process will allow for better protection, promotion, and
self-care, both for women as well as for the community at large, by identifying mechanisms
that promote dialogue, agreement, and negotiation between community members and
institutions. Including women will also recognize their highly valued roles in maintaining
current and ancestral knowledge as well as cultural attitudes toward health systems [11,12].
Although some studies consider women’s roles in community diagnoses [13–15], discus-
sion of their participation is often limited to their role as informants, with little or no
participation in decision making. Studies that include community participation in health
diagnoses are scarce. Looking specifically at the Spanish context, there are some relevant
examples. A study carried out in Ronda, Malaga, aimed to understand the perceptions of
citizens about factors that influence well-being and quality of life of the community at large,
going beyond an individualistic model [16]. A second example, focused on improving
quality of life, took place in the neighborhoods of Las Remudas and La Pardilla, in Las
Palmas de Gran Canaria. The community diagnosis was jointly undertaken by those who
lived, worked, and managed services in these adjoining neighborhoods, providing the
foundation for programing the required actions to improve the whole area [17]. A third
example comes from Barcelona [5], where mixed methods were used to obtain a commu-
nity diagnosis of the most marginalized neighborhoods in the city. A desk review was
complemented by focal groups, nominal groups, and individual interviews, allowing for a
holistic appraisal of needs and potential solutions. Looking at other countries, examples
can be found in Latin America [18,19] and in Europe, including those associated with the
Healthy Cities project that took place in Europe at the end of the 1980s/beginning of the
1990s [20]. These studies were focused mainly on identifying priorities for intervention
that stemmed out of these diagnoses but had no follow-up or evidence regarding their
actual implementation in the medium or long term [21,22]. Furthermore, in none of these
instances was the gender perspective incorporated into the process.
The objective of the present work was to carry out a community diagnosis from the
perspective of women living in the community, based on their experiences, beliefs, values,
and opinions [13,23], to identify the social determinants of health that could be modified to
improve the overall health of the community and identify the corresponding proposals
for change.
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2. Materials and Methods
The design corresponded to a community diagnosis following community-based
participatory research methods [2], followed by qualitative data collection and interpre-
tation based on ethnographic methods [24,25]. This allowed the researchers to provide
context for the community as well as its history, language, and general characteristics.
It also allowed for the collection of individual information within this context and thus
description and interpretation in greater depth of the community’s culture, values, beliefs,
and behaviors [23,26].
The community selected for the study was Mañaria, located in the central-southeastern
part of the Historical Territory of Vizcaya, in northern Spain. At the time of the study, the
community had 522 inhabitants, distributed in three types of settlements: urban center,
five neighborhoods, and dispersed houses (caseríos), which is typical of the region. The
structure of the female population in Mañaria during 2009–2011 and the sample selected
for the present study (2008) is shown in Table 1.
Table 1. Structure of the female population in Mañaria and sample population.
Structure of the Female Population
in Mañaria, by Age Group




(years) 2009 2010 2011 Sample Urban center Aldebaraieta Aldebarrena Aldegoiena Arrueta Urkuleta
n (%) n (%) n (%) 15 1 1 1 2 1
10–24 31 (14%) 34 (14%) 31 (13%) 2 (10%) 2 0 0 0 0 0
25–54 102 (46%) 107 (46%) 109 (46) 12 (57%) 8 0 1 1 1 1
55–69 41 (18%) 45 (19%) 48 (20%) 5 (24%) 4 0 0 0 1 0
≥70 37 (17%) 34 (14%) 34 (14%) 2 (10%) 1 1 0 0 0 0
Total 211 220 222 21 15 1 1 1 2 1
Fieldwork took place in two phases, conducted in 2009 and 2014. Once data collection
and analysis were complete and the main results were summarized, the researchers went
back to the field to present results to the community and identify proposals for action, to
address challenges, improve negative aspects, and improve or enable positive findings.
This phase was so well received that the research team was encouraged to present their
proposals for action to the rest of the community and the local authorities, leading to the
approval of several of these proposals, which were implemented by the end of the study
(as will be discussed). This study was completed in 2019. Figure 1 describes all phases of
the study (2008–2019).
The sample included 21 participants, identified through purposive sampling. Re-
searchers considered the availability of women to participate in qualitative interviews and
respond to the sociodemographic questionnaire, seeking to maximize variability in terms of
socio-demographics, age, and geographical location [27]. Additionally, five key informants
were selected, to include women that were well informed about the specific topics the
researchers were interested in, who were easy to approach, and who could help to better
understand these topics [28]. For this purpose, the researchers identified women who were
employed as professional staff in medical services, either as a physician or a nurse, as
well as social agents who worked directly in the field in small environments, promoting
interaction and health among community members. These participants contributed their
“network experience” to the study [29]. As data collection progressed, sampling stopped
once saturation of the responses was reached. Saturation was reached when subsequent
interviews produced no more relevant new data [24].
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Data collection methods included participatory observation, in-depth interviews, and
semi-structured interviews. There was also a desk review, consulting multiple sources and
complemented by photography [24,30].
Our initial approach was to conduct exploratory, open-ended, in-depth interviews
with every informant; in two cases, the researchers resorted to a second in-depth interview
to get a deeper understanding of emerging topics and help guide interpretation. In the
end, there were 28 in-depth interviews, lasting an average of ~1 h each. These in-depth
interviews allowed the research team to reach implicit reasoning and to identify values and
beliefs around health and its social determinants, expressed in discourse and experiences
narrated by these informants. Open-ended interviews identified topics that were later
explored in a more systematic way through semi-structured interviews (Table 2). Semi-
structured interviews were useful for collecting information and opinions following the
theoretical constructs of the integral health paradigm mentioned earlier. These provided
the conceptual framework from which the proposed categories were extracted (Table 2).
On a first approach, interviewees were asked general questions like “What aspects
do you like about this community?”, “What things do you miss?”, “What aspects do you
think could be i proved?”. Next, we moved on to explore aspects more specifically related
to community health, like “What is yo r opinion about community health in Mañaria?”,
“W at aspects may contribute so that this community is more healthy or less healthy?”.
Interviews wer carried out in the two languages widely spoken in the community,
Spanish and Euskera, the autochthonous langu ge. Use of the autocht onous la guage
allowed for m re fluid communication with infor ants who used it habi ually, as it helped
build rapport and empathy, both highly valued in qualitative interviewing [24].
Participator observations took place at different times and places. This allo ed
researchers to capture the variab lity in behaviors and discourse that are direct y or
indirectly related o h alth and to get to know and understa d the context in wh ch
se t ok pl ce, thus facilita ing th understanding of meanings and their interpretation.
During fieldwork, one of the auth rs (MJA) lived in th commun ty, fu th r f ilitating
participatory observation.
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Table 2. Interview guide for in-depth and structured interviews.
IN-DEPTH
(General and Open-Ended Questions)
SEMI-STRUCTURED
(Topics)
What do you think about the
community’s health in Mañaria? DEMOGRAPHIC STRUCTURE
What aspects may be involved to make this
community more healthy or less healthy?
ECONOMIC STRUCTURE
Business and public establishments
Industry










What things do you miss?
SOCIAL SYSTEM
Resources and community services
Socializing process
What things do you think should
improve?
HEALTH CARE SYSTEM
Formal health care system
Informal health care system
All observations were documented in a field diary [24], which was often enriched
by photographs of places observed (as shown in Figure 2) [30]. These methods helped us
better understand the context and were useful at the time of data interpretation among the
whole team, e.g., when visualizing the impact of local quarries, or the effect of auzolana,
a type of community work where neighborhood residents engage in collaborative work
without pay on activities meant to benefit the community. Likewise, these methods were
useful for supporting triangulation of information during data analysis.
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Al interviews were audiotaped and transcribed before proceeding to text analysis.
Manual coding preceded coding and categorization, foll wed by grouping and comparison
betwe n categori s. These w r constructed based on similar ties and affi ity, following the
inductive method proposed by Glaser and Straus [31], which allo ed us t propo e meta-
categori s and topics or thematic nucl i. This step n data analysis involved discussion
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and agreement between investigators and was strengthened by data triangulation and
control for potential biases. The analysis covered three stages: coding and identification of
categories for analysis, grouping in larger categories or meta-categories, and identification
of thematic nuclei.
After the research team produced draft results from the initial analysis, these were
presented to the 26 informants, seeking validation and fostering further discussion to help
fine-tune or clarify any aspect of the researchers’ interpretation. This not only allowed for
some rectification but also allowed researchers to collect new information, to understand
nuances, and to include participants in the process, thus giving them a true sense of
ownership of their own reality [22,32]. Once there was consensual agreement on the
final draft, results were presented at the Town Hall, followed by public debate that led to
specific commitments by political and sanitation authorities. This activity further reinforced
women’s empowerment.
The research design took into consideration ethical considerations as recommended
by the Helsinki Declaration; it was approved by the Ethical Committee of Universidad
Pública del País Vasco-Euskal Herriko Unibertsitatea and followed the principles of the
Declaration of Helsinki [33]. All interviews required oral consent from participants, and
audio recordings followed informed consent, anonymity, and confidentiality protocols. All
transcribed information was de-identified, using only letters/numbers for the purposes of
coding. To ensure the soundness of the research, the COREQ guidelines [34] were followed
as well as criteria proposed by Calderón [35]: validity, adequacy, relevance, and reflexivity.
3. Results
3.1. The Sample
The sample included 26 women, five of whom were key informants. The mean age
was 47 years, with the following breakdown (sample) by age group: 10–24 years (n = 2),
25–54 years (n = 12), 55–69 years (n = 5), and >70 years (n = 2). Twenty-three women
were permanent residents in the community; three did not live there but worked full
time in the community. All geographical areas of the community (urban center and five
neighborhoods) were represented by one or more women in the sample.
Four key informants were employees of the three main government institutions in the
community: town hall, social services, and the sanitation system. The fifth key informant
was selected in view of her participation in a civil association (Mañaria Bizirik).
3.2. Meta-Categories and Thematic Nuclei
Meta-categories and thematic nuclei identified after coding are shown in Table 3.
Each of the thematic nuclei analyzed revealed problems or areas for improvements,
health assets, and strengths that may lead to proposals for change. As shown by our results,
both the problems and assets identified as well as the proposed actions to address them
reflect a broad concept of health, as it is tightly linked to actions that take place in the
community, encompassing the range from the public health sector to other sectors like
economy, culture, education, or the environment. Problems like the need to work but not
being able to find a job, women having to work in addition to carrying out their domestic
duties, architectural barriers, lack of resources to support associations, the absence of public
transportation, a lack of hygiene in houses, poor access to public spaces, etc., are all health
problems because they affect overall well-being and quality of life of the community. When
speaking about wellness as part of the health of the community, we must recognize that
the public health sector is only one aspect of it, and that other sectors, including structural,
social, and political sectors, are often more relevant [36]. The main problems and health
assets that were identified by our study included those detailed below.
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This nucleus included concepts related to problems around housing (high prices, low
availability), the need to work outside the community, the transformation of the natural
environment caused by the quarry industry, and the lack of services. “It is not that you are
not living comfortably, but it is true that there are many things lacking, until eventually
you leave” (I-21). Women pointed out that these aspects influenced the demographic
development of this community and were strong determinants of community health. These
aspects require reflection and searching for a collective way to address them; thus, they
go beyond the individual, leading to community and multi-sectorial proposals for change.
The proposals for change that were identified by the informants included improvements
in the urban sector and the building of new houses. By the end of the project, there were
some advances in both, as is shown in Table 4.
3.3.2. From Home to Community Economics
Women identified three kinds of work that contributed both to individual development
as well as to personal, domestic, and community economic well-being. (1) Some work is
non-remunerated; this is characterized by multiple and varied tasks (visible and invisible)
and by personal, family, and social repercussions. It was clear that women were the main
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actors responsible for strategies related to the reconciliation of work and domestic life.
The management positions assumed by women were also clear, underlining the need for
socializing these activities in ways that promote other ways of looking at and doing things
by all members of the household: “I am the queen of the house, the queen of all jobs”
(I-1). (2) Remunerated labor brought with it several psychological and social benefits as
well as satisfying basic needs: “I started working this past September, and it has been
salvation!” (I-17). (3) Community participation work, known as auzolana, which was
accessed by observation and photography, has a strong presence in this community and
brings about collaborative and non-remunerated benefits. Among the proposals for action,
there was a strong emphasis on strengthening auzolana, leading to the establishment of
annual meetings to plan this activity. This proposal was enacted in 2014 and is still in
effect. A second proposal requested the participation of citizens in decision making around
priorities of local budgets. The proposal was accepted and has been in place ever since.
3.3.3. Public and Private Spaces
Public and private spaces are where daily activities and coexistence take place, and
informants considered them clear determinants of health. The rural characteristics of the
community were among those values more highly recognized by women, for example, a
better quality of life as compared to large cities. However, with respect to public spaces,
there were several aspects of the urban landscape that were motive for concern. Some of
these are complex, like the quarries, the roads (particularly the main highway that goes
across the locality), and problems that certain buildings: “Before, this was like the Alps, a
beautiful landscape. Now what? It used to be a nice town, and now you feel like crying,
everywhere there is dust, noise . . . ” (I-10). There were also concerns about how to manage
residues and the difficulties concerning the need to move to other places to complete some
basic daily activities. With respect to private spaces, there were problems and needs related
to comfort and accessibility, like peacefulness, safety, crowding, structural maintenance of
residential blocks, and coexistence with neighbors. A specific action that was requested
was to increase the number of public transportation facets and to expand the schedule
between Mañaria and nearby cities. This activity was enacted after December 2018.
3.3.4. Habits and Lifestyles
The topics that emerged in this thematic nucleus provide structure and organization,
aspects of daily life for the women who were interviewed. Eating habits are an expression
of their beliefs and traditions and are tied to the geographical environment and to food
availability. Many inhabitants of this community had a piece of land they cultivated, so
there was a positive representation of the daily intake of vegetables and of the custom
of having lunch and dinner at home, in the company of other family members. The low
consumption of fish compared to meat intake was identified as an area that could improve.
Alcohol consumption was mainly concentrated on weekends and outdoors, as a means
of enjoyment, with beer and wine being the preferred drinks.
With respect to smoking, there was a clear group of smokers and ex-smokers that
provided an opportunity to analyze and discuss their experiences.
Although most informants said that they slept more than seven hours daily, some
expressed problems related to rest, environment, and a disquieting physical or mental state.
With respect to leisure and free time, fun, rest, and personal development, women
were aware that these activities contribute to physical, psychological, and social benefits:
“Without my bike, I am nervous. . . . If I am not out in the hill, I ride my bike” (I-6). As
such, these practices were carried out on a regular basis for many women.
A specific proposal on this topic had to do with the promotion of physical activity,
requesting municipal spaces for public gym practice and for building areas for physical
exercise. The first activity was realized in 2014, and the second was approved and enacted
in 2019.
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3.3.5. Socializing Process
This nucleus identified scenarios that fostered socialization, and hence, personal
development among neighbors in this community. Some of these scenarios are formal,
like the old school and child-care, while others emerge from feelings of integration, such
as those that stemmed from personal relationships and structured socializing in places
like church, cultural centers, ball games, the central square, the locales at the town hall,
or the retiree house: “When we first got here, it was clear that we had to participate
in several things in the community: bars, shops. . . . Yes, yes!” (I-8). The proposals for
change that were requested were meant to improve the integration of the community and
enable a healthy socializing process. To achieve this, since 2016 there have been three
concrete activities in place: organize leisure-time activities for children within a local social
organization; offer space and cultural activities for adolescents; and increase the offer
of different activities (informatics, robotics) with a participatory character at the time of
budget planning.
3.3.6. Health Care Resources
Many of the women who were interviewed offered informal care to family members
living with them, and they were the main resource for other family members in managing
health care. There is a positive sense in the way that the elderly are taken care of in the
community. The family continues to have a fundamental role in providing care to its
members, while at the same time it becomes clear that the social network close to the
household, including relatives, neighbors, and friends, are informal care providers. This
is illustrated by the case in which a daughter offered informal care and support to her
widowed mother for a full decade: “When my mother became a widow, she came to live
with us and spent 10 years at home, and all the care she required was provided here. We
were supported by health care workers who came almost daily, including the doctor as
well as a student; really wonderful!” (I-10). However, this community is no stranger to
the feeling of loneliness that afflicts some of its members, as illustrated by this same case,
where another informant said: “There are also some elderly persons who live alone, as they
are the old guys in town, and they live very much alone . . . and reject having company,
being quite inaccessible, and more weird than weird!” (I-24).
Alongside the informal care system is the formal health care provided by institutions
and social entities. Mañaria has a doctor’s office that includes a physician and a nurse. This
office provides home visits by the medical staff and treats those requiring services with
kindness and efficiency. Some areas need improvement. For example, the following are
needed: pediatric services and services for young people in the community; a pediatric
continuous care point that is closer to the community than the current one; expanded office
hours; a more consolidated and coordinated team; a larger offer of specific procedures, like
blood draws; and more community activities.
In addition to the problems and health assets, this study identified several proposals
for change, some of which have been enacted at the time of publication, while others are
still to be completed (see Table 4). Among the most relevant, since 2014, health education
sessions have been offered by health professionals, encompassing different topics. The next
objective will be to improve availability and access to a pediatric emergency service in a
nearby locality.
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Table 4. Proposals or solutions identified by the study, including those enacted and those still pending.
Meta Categories
Proposals for Change Identified
by Participants
(After Feedback and Discussion with
the Community)
Proposals for Change, Enacted and Pending (*)
Population
• Promote services, improve
landscaping and housing
• Improvement to the central plaza and its
surroundings in Mañaria (based on a project
budgeted with participation of children in the
community)—January 2017
• Inauguration of the Natural Sciences Museum
“Hontza Museoa”—October 2014
• General Plan for Urban Layout (initially
approved in June 2018), considering moderate




• Include younger generations in
domestic spaces
• Foster small businesses
• Continue supporting auzolana
• Opening a hosting business—June 2018
• Annual auzolana sessions—2014–2019
• Joint participatory budgeting to integrate citizens
in official budgeting process in the priority
decision-making process—2012–present
Public and private spaces
• Promote healthy environments and
resources
• Increase offer of public transportation to link the
community with the cities of Durango and
Bilbao—December 2014.
• Increase frequency of public transportation offer
to link the community with the cities of Durango
and Vitoria—December 2018
Life habits and lifestyle • Foster physical activity
• Begin offering gymnastics exercise for open
population—January 2014
• Restoration of the ball game (fronton) to increase
sports offering to the community—May 2019
Socializing process
• Foster community integration
• Promote individual aspects that
lead to a healthy socializing process
• A group of parents organized the Andra Mari
Association (2016), which organizes activities to
allow children to stay in the community, enjoying
leisure and free time activities
• Offer of a cultural space and locale for
adolescents (based on a participatory budgeting
project that involved youngsters)—2016
• Increased offering of capacity-building sessions,
including activities such as skating, robotics,
bicycle maintenance, social networks,
etc.—2017–19
Health care resources
• Promote health care processes
for men
• Train agents for informal care
• Offer pediatric services
• Mobilization to restore an emergency pediatrics
office in the clinic at Duranguesado—2017
• Offer of training sessions to care for back pain,
pelvic floor, experiences of death for children,
how to address sexuality, first aid for parents and
kids—2016–2019.
(*) Proposals marked with an asterix were not yet implemented when the study was concluded.
4. Discussion
Our approach to the community diagnosis stems from the concept of the social
determinants of health and was deeply rooted in the need to take a comprehensive and
multidimensional view of the lives of people living in this community. A second key
determinant of our approach, aligned with current trends in primary health care at the
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community level, was the need to empower women to carry out activities to protect and
promote health care, including self-care and fostering dialogue and negotiation between
health care institutions and organized women [37–39]. While an approach towards a
more comprehensive understanding of the health determinants of the community has also
been used by other researchers [8,9], what is new in the present study is a merging of
the theoretical approach with the relevance and operational potential assigned to female
informants, thus making them not only participants but actual leaders in the research. This
was achieved by giving women not only a voice as informants, but incorporating them
into the discussion of the results, recognizing the value of the nuances uncovered that
led to rectification in our understanding of the local situations. This allowed women’s
suggestions to be included in a first draft of the study results, when researchers returned to
the informants to fine tune and validate their results. At this time, it became evident that
what these women had to say and their proposals for actions that could improve the health
of the community should be brought to the attention of the whole community as well as to
government officials who had decision-making power.
Thus, participants in this study went beyond their role as informants, as they were
empowered to be coparticipants in the health diagnosis of the community, which put them
in the position to negotiate the will and resources necessary to implement results. We con-
sider this last step as a clear strength of the study, in line with the new gender perspective
in primary health care, which tends to empower females for the protection, promotion, and
self-care of their own health, fostering dialogue, consultation, and negotiation mechanisms
between health care institutions and organized civil society [37–39].
Our approach was supported to a large extent by the regional health plan for the
Euskadi region (of which Mañaria is part) for the periods 2013–2020 and 2008–2013 [40] and
the Department of Health and Osakidetza (the name of the Regional Health Plan in Euskera)
in 2013, which highlights the importance of community action in health. This led to the
development of the Plan for Comprehensive Health Care for Euskadi [41], which called
for a proactive approach to improve the health of the population. Based on these strate-
gies, we conceptualized the community diagnosis, fostering participation of its members,
particularly the female population, ensuring active involvement in improving community
health, with a broad approach to health determinants. Other key aspects of our strategy
included the involvement of local authorities in the overall project, starting early in the
process, when researchers informed them of their activities, followed by regular feedback
about methods and preliminary results, thus strengthening the credibility of the whole
process. Further, there was ample proliferation of the final report, which was presented
in oral and written form to the Town Council, including a hard copy to be filed in the
community library. This whole process moved the authorities to understand the problems,
consider the solutions offered, and implement several of them. Therefore, we believe that
the confluence of interests between government officials and female participants, facilitated
by the research team, allowed for key proposals for action to be enacted.
Several aspects of the community diagnosis resulted from the specific rural location of
this community. Thus, we were able to document and witness the renewed value ascribed
to rural settings as potential sites for healthy living, including going back to a natural
environment and finding peace and quiet as opposed to the stressful living conditions of
urban settings. However, it is important to highlight the drawbacks represented by the
absence or limited availability of public services, which represents an obstacle for rural
development and demographic recovery. From a political point of view, it is important to
promote progressive interventions that may overcome the limitation of basic services for
this and similar communities, in response to as well as in support of the proposals that
emerge from the population.
Another local aspect that was identified in Mañaria as significantly affecting the health
of the community was the quarry industry, which has affected the quality of life of its
people for many years. Three different quarries, occupying a significant proportion of the
space in the municipality, have been in operation for some time. They generate significant
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contamination (noise and dirt) as well as disruptions in daily life, while channeling most
of the economic benefit outside the community. Activities linked to this industry were
perceived as having a strong negative impact on the community, increasing the incentive for
the community to sue one of the quarries. The Courts of Justice found several irregularities
in the operation of one of the quarry industries (Zalloventa quarry), which led to the
cancellation of its activities. Therefore, dismantling one of the active mining activities was
perceived as an important step toward general improvement for the community at large.
Two interesting findings in our study highlighted the importance of a sense of commu-
nity or shared activities by the population. First, it is worth noting that informants placed
great importance on public spaces and their relationship to health. Their vision reflects that
these spaces may or may not foster the balance and well-being of the individual, strength-
ening interpersonal relationships and contributing to the promotion or deterioration of
the environment. These spaces promote safety (highly valued), tranquility, and trust in
daily life. Second, it is worth noting the role played by auzolana or auzolan, which may
be defined as a kind of “work performed at the community level, typically on a voluntary
basis, with no economic retribution, that seeks a common good by improving communal as
well as private spaces, and which may encompass a wide variety of joint tasks” [42]. In our
case, auzolana came to be considered an efficient instrument to foster social cohesiveness,
leading to the attainment of common goals at a reduced economic cost for the community.
While there has been some research published around the efficacy of community activities
in health promotion [43,44], we did not find any previous reference related to auzolana
and the role it plays as an efficacious way to foster community participation.
From a methodological point of view, coinciding with other authors [13,21], we
used qualitative methods for data collection, confirming the usefulness and efficacy of
these methods to approach the community health diagnosis. A potential caveat of the
ethnographic approach relates to the use of participant observation, which in this case
meant that one of the authors (MJA) lived in the community; this may have introduced
some bias in the interviews. However, the long time that the researcher spent in the
community, as well as her knowledge of the local language, Euskera, may have minimized
this risk, as it allowed her to effectively integrate herself into daily living. In addition,
participant observation allowed her to have a better context and understanding of several
situations, some of them anticipated and some novel, that otherwise would have gone
unobserved and unrecorded, limiting their inclusion in the analysis. A second caveat
worth mentioning is the long period that it took for the study to be completed. This was
due, in large part, to the fact that the study design did not stop at the point of finishing
initial data collection to draft the community diagnosis. Instead, it required validation by
the participants in the study and the community at large, followed by the identification
of proposals for action that could be taken up by the relevant authorities and following
through with them. Therefore, by extending the study longer than strictly necessary to
elaborate the community diagnosis, we were able to see it through to the implementation
phase, effectively linking diagnosis with treatment.
An issue that is open for discussion in our approach is that, by choosing to include
only women as informants, we may have missed the point of view of men in the community.
Women identified themselves as the main support for providing domestic care, highlighting
their dedication to caring for children, the elderly, and those who are sick, while at the
same time contributing to household income. Their active community participation points
to changes that slowly call for the involvement of men in these activities, especially the
younger generation. It is possible that the male point of view might have identified different
problems that would have required different solutions. We recognize this bias but were
convinced that it was important to understand and adopt the point of view of women,
given their relevant roles and experience in promoting and sustaining the health of the
community at large. We intentionally sought to incorporate the vision of women in the
community to describe and analyze the structural conditionings that bear their influence on
the health of the community (employment and work conditions, household and residential
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environment, values and culture, psychosocial factors, behavioral aspects, health services,
informal care network, etc.). These aspects, which have been studied before [45], are the
backbone of the current research. Some studies have also included the testimony of women
as their main source of data [13,15]. We agree with other authors on the importance of
finding models that promote women’s empowerment [46].
This study also helped determine the nature of some of the problems and health
assets [45]: healthy environments, available resources, community activities, degree of
involvement of specific entities, professionals providing different services with whom
it may be possible to work in the future, and so on. While other studies focus on the
identification of health assets [45,47], following an approach similar to ours, these have
been almost exclusively the center of attention; thus, they do not appear integrated or
engrained with other elements of the health diagnosis, as we strived to do in our study. In
this sense, the inclusion of health assets in community studies, while novel, clearly shows
its utility in contributing to the health diagnosis of the community. Likewise, we have not
found previous community health diagnoses that incorporate health assets as part of the
data collection.
5. Conclusions
In closing, we want to underscore the importance of choosing a qualitative data
collection strategy to conduct the community diagnosis, with particular emphasis on a
holistic and integrative view of the community, incorporating the specific view of its
women as active participants in understanding the problems and proposing solutions.
Furthermore, we found great value in going back to the informants to validate our initial
findings, in order to refine them and to facilitate looking for potential solutions in the
short and medium term, thus turning informants into active participants. These solutions
encompassed improvements in health services, environmental improvements, as well as
urban and sociocultural changes. We believe that this approach could be reproduced in
other settings, contributing to building the experience and knowledge base necessary to
scale up these activities.
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